SUMMARY A boy aged 1 month presented with profuse rectal bleeding. Chest x-ray film showed pulmonary oedema and at cardiac catheterisation infradiaphragmatic total anomalous pulmonary venous drainage to a dilated portal venous system was found. Ulcerated oesophageal varices were identified at necropsy after unsuccessful cardiac surgery. The late and unique presentation of this case is emphasised.
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Case report
A boy was born at 38 weeks' gestation by normal delivery. His birthweight was 2.65 kg. He breast fed well, was discharged home at 1 week of age, but subsequently showed poor weight gain. At 1 month of age he presented to the referring hospital with profuse rectal bleeding. He was pale, shocked, but not cyanosed. His respiratory rate was 60/min, heart rate 100/min, and blood pressure 80/40 mm Hg, with normal heart sounds. The liver was palpable 6 cm below the costal margin. There was ascites, but no splenomegaly.
The chest x-ray film showed pulmonary oedema ( Fig. 1) (Fig. 2) . The spleen weighed 10g.
Discussion
Rectal bleeding is a previously unreported presentation of infradiaphragmatic TAPVD. These patients characteristically present shortly after birth with cyanosis and heart failure resulting from either pulmonary venous obstruction of the pulmonary veins into the systemic venous system, or the drainage of pulmonary venous return through the liver after closure of the ductus venosus. (2) . symptoms was 3 days, with a mean delay until hospital admission of 11 days. In this patient the previous poor weight gain may have been due to pulmonary oedema secondary to partial venous obstruction. Despite the absence of splenomegaly, the presence of oesophageal varices and rectal bleeding also suggests that any obstruction to pulmonary venous return was shared by the portal venous system, presumably as a result of the anastomosis between these 2 venous systems in the liver.
Oesophageal varices caused by infradiaphragmatic TAPVD to the left gastric vein was reported by Laurence and Brown,2 in a newborn infant who presented within 24 hours of birth with haematemesis of 'bright red arterialised blood'. This led the authors to suspect the cardiac diagnosis. In our case the characteristic chest x-ray film showing a normal sized heart with gross pulmonary oedema led to the clinical diagnosis.
The poor outcome in our case reflects that found by Duff et al.1 in a series of 28 cases in which the overall mortality rate was 93 %, with an operative mortality of 66 % in 9 cases. Similarly Clarke et al. 3 had an operative mortality rate of 50 % in 6 cases. Received 3 February 1983 Orofacial clefts and oesophageal atresia A F AZMY, P A M RAINE, AND D G YOUNG Department ofPaediatric Surgery, Royal Hospitalfor Sick Children, Glasgow SUMMARY Of 114 children with oesophageal atresia, 6 had cleft palate and other craniofacial anomalies present included cleft lip, micrognathia, hypertelorism, microcephaly, and hydrocephalus. The difficulties encountered in the management of patients in whom these conditions present together are emphasised with special reference to swallowing problems and recurrent chest aspiration.
Congenital malformations occur in 1 % to 3 % of live births but the probability of additional anomalies in a patient presenting with a major malformation is higher than this. Additional malformations increase the risk of morbidity, residual disability, and mortality.
The incidence of other malformations with oesophageal atresia (OA) 
